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Regulations and restrictions imposed by external agencies are
forcing cardiologists into an unnatural self-protective and defen-
sive posture against their patients . The key to breaking the pattern
of mutual skepticism and mistrust lies in returning the focus to its
rightful place : the patients' needs. Thus, payment systems must he
devised that reward cognitive skills, time spent with patients and
continuity of care as they reward technologic interventions and
As the Henry I . Russek Lecturer, I am mindful of the special
honor of the invitation because Henry Russek was a per-
sonal friend as well as a paradigm of the medical humanitar-
ian.
A Man of Science
I first met Henry back in the late 1950s while we were
both interested in the actions of the nitrites on the ischemic
heart. He believed in the widespread effects of the nitrite
compounds in relieving angina pectoris and published some
of the earliest reports (1) showing an action of nitrites on
both the exercise electrocardiogram and the inception of
angina inpatients with symptomatic coronary artery disease .
Henry Russek had remarkable scientific prescience . As
early as 1968 he described the synergistic effects of beta-
adrenergic blocking agents and nitrites when given together
(2) (Fig. I) . Moreover, in an era long before clinical trials,
randomization, blinding and statistical analysis, he was one
of the first to suggest (3) that anticoagulant agents played a
selective rather than a general role in the treatment of acute
myocardial infarction. Without the biostatistical and study
design tools we use today, he was able to determine that it
was the patient at high risk for thrombosis who deserved the
benefits and who could risk the hazards of anticoagulation
.
He identified the patients at risk as those with venous
disease, arterial disease or congestive failure . Later, in my
own work (4), 1 cited this 1954 paper when discussing
coronary heart disease .
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procedures . In advocating necessary changes in the system, only
physicians themselves can provide a convincing voice in the
political arena . They must look beyond their own self-interest to
recapture the moral and ethical high ground where the best rare
of their patients and their own professional satisfaction stand side
by side.
(d
Am Coll Cordial 1992 ;19:1635-4d)
A Man of Medicine
Perhaps more pertinent to this Henry I . Russek Lecture is
what Henry Russek was like as a man and as a physician . In
the encomia for Henry provided by his family and by the
College, one statement emerges repeatedly : he was a true
physician-healer . Henry has been described as having a
mind open to new science and new ideas . He was considered
to be a student as well as an educator and communicator .
With his patients he was not only an astute diagnostician but
a compassionate and active listener . Those who knew him
well report that he knew how to heal the healer as well as the
patient, and that he continually preached that humanism
begins with humanizing the physician .
The Medical Environment Today
This man's strongly humanistic approach leads me to
consider how his ideals may be realized in the difficult
medical milieu we share today . To say that we find ourselves
in a tense medical environment will not appear to be an
overstatement to any member of the American College of
Cardiology, but if we focus on the medical environment
perhaps we can better appreciate what has happened to us as
physicians in our approach to patients and can better under-
stand what is happening to us and our patients .
Take, for example, a typical patient encounter (Fig . 2).
The patient would like to say to the doctor simply, "I need
your help, I don't feel well," but is probably thinking, "Does
he care what 1 am saying? Is he listening? Should I trust his
recommendations? Or him? Will Medicare limit his bill?
Actually, he is too costly! Is he rich? Does he have a Jaguar?
More tests? Why?"
We as physicians are part of this too . Our thoughts should
be on what is wrong with the patient . "How can I help?" we
say
. But our mind has wandered to other questions : "Will
this patient comply with the treatment I offer?" Then comes
0735-1097rovs5 .00
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the alphabet soup: "What wil! the PRO think? What about
DRGs? RBRVSs? HCFA? HHS't" And even: "Health and
Human Services just sent pest a new set of
regulations.
will the patient sue before paying?" Then billing: "There are
15 different ways to bill . Will Medicare deny? Is this test
going to be deemed necessary or unnecessary? Who says
so?"
An array ofintruders, When we consider these intrusions
into our relationship the results are easy to picture: a slowly
insinuated hostility building between patient and doctor in
response to a change in the reality as well as the perception
of the encounter .
But this isn't all . Who else is involved (Fig
. 3)? We have
Figure 2. Physician and patient interact,
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Figure l . Comparative electrocardio-
graphic responses (lead V,) to a stan-
dard 2-step exercise (26 trips) follow-
ing propranotol or isosorbide
dinitrote (ISD), or both, in a patient
with angina
pectoris. ST segment de-
pression is ameliorated by both pro-
prsnolal and isosorbide dinitrate, but
combining the two drugs produces
the most striking result . T.I * = in-
terval between drug administration
and the start of the test. subling =
sublingual
. Reprinted from Russek
(2) with permission of the American
Journal of Cardiology .
the inspector general from Health Care Financing Adminis-
tration (HCFA) judging everything we do, questioning every
visit, every test, scrutinizing our billing, suspecting diagno-
sis related (DRG) baud .
The liability burden is here too, with attorneys helping
patients to construct litigation, which is sometimes quite
legitimate but many times is not (Fig . 4) .
If these adversaries are unwelcome intruders, there are
still more (Fig, 5) : the health care economist, insurers of all
types and sizes and the government itself looking at us as the
source of the country's economic woes because we order
tests and send people to the hospital, strategies that cost
money . Whatever doesn't meet a Medicare regulation is
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Figure 3. The Inspector General from
the Health Care Financing Administra-
tion
.
viewed as fraud and abuse
. The answer is to give physicians
computers, as was done with the electrocardiogram . and let
the machines interpret the results . Then we won't need the
doctor. We are disadvantaged in any effort to redirect such
inappropriate trends because we cannot be considered an
influential part of any political agenda ; there are not enough
votes among physicians for politicians to care about .
The theme here is that with zit the changes that have
taken place in medicine, the basis for a one on one relation-
ship with our patients is threatened or can be destroyed. We
are supposed to keep our heads above water, maintain
emotional stability, ignore all these forces and deal with the
patient we wish could still think of us as another Marcus
Welby.
In fact, the result is more often a protective distancing of
Figure 4. Attorneys help patients construct litigation .
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ourselves from our patients . How real is this distancing?
Recently, when a patient called the office of a prominent
interventional cardiologist to discuss his care, he was told to
his shock and dismay, "Dr
.-never meets with patients"
(5) .
Remedies for a Plague of Obstacles
The Marcus Welby image of their doctors is not one most
patients carry around it.. their heads these days . Government
regulations and restrictions, managed care systems and
intrusive influences will not disappear
. But there are things
we might be able to do to help move the focus away from the
way we do business and back to the needs of our patients .
We need to take two approaches . The first is political, and
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care is to represent a major fraction of medical service in this
country, the goals of measurable productivity and efficiency
must not be allowed to eclipse the real needs of our patients
for studied attention and continuity of care .
The physicians of the Harvard Community Health plan
recently objected so effectively to this production-line ap-
proach that they forced their chief executive officer to resign
because he wanted to base physicians' pay on how many
patients they could see in a given time (6) . Only by changing
this kind of reward system will we achieve one of the major
goals that attracted us to this profession : time to be with our
patients in order to serve them well .
The political approach cannot be taken by the individual
physician but is gradually and pervasively being accom-
plished by professional organizations such as the American
College of Cardiology. I see no reason why this College
could not be an even stronger force in this direction .
Physician Initiative
Physicians must become more involved . We must get
back into the process . We must mobilize the same positive
forces that dealt with the economic issue of the Resource-
Based Relative Value Scale . Here we were successful, at
least in part, in tipping the balance against the bureaucracy
of the Health Care Financing Administration and demon-
strating that we can be a force . We can be much more
effective and can seem to be much less self-serving in our
concern for standards of patient care because these are not
just economic issues . We must begin a campaign oriented
toward patient service and toward creating the opportunity
for an enhanced doctor-patient relationship . The essence of
this is the recognition that the paramount issue of time with
Figure 5. Health care economists, insurers and the government
label physicians as the source of economic trouble in the health care
field.
the second is interpersonal . They are complementary. It is
time to reverse the spin and to recognize that good patient
care cannot always be measured by the numbers on a
computerized laboratory report . This is a message that must
get through to the regulators .
Components of the practice of cardiology . We are not
merely adroit technicians . There are three indispensable
components of the practice of cardiology : the cognitive, the
technologic and the humanistic . Our cognitive skills are
among the most demanding in the medical profession . The
complex technologic milieu in which we function daily is
spectacular and exacting, as nearly everyone outside the
field recognizes. But few outside the profession appreciate
that humanistic and communicative skills are just as impor-
tant as raw knowledge and technologic expertise . It is the
interweaving of these that limns the full picture of good
patient care. But the bureaucratic freight and current funding
mechanisms militate against such integration . Developing
the patient-friendly environment needed to achieve this triad
will take some rethinking and some flexibility on the part of
the patient, the doctor and our medical system .
Perhaps a fee structure could be developed to cover the
time required for this critical third facet of cardiologic
practice, the humanistic aspect. Achievement of a humanis-
tic practice is not aided by tho present piecework reward
system or by managed care programs in which patients are
seen as quickly as possible, often for only short visits and in
some systems not always by the same physician . If managed
His bills ore
escesate.-mare
than the TV
repairman.
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our patients is threatened by the piecework approach that
rewards procedures far in excess of the cognitive and
humanistic services provided by a physician who carefully
counsels patients and sometimes takes extra time because it
is needed to listen to or explain an illness or a treatment to
the elderly .
This may not sound like a political agenda, but how else
can we win support for a system that will reward us with
time to do our work? The current worship at the altar of
procedures and technology to provide the primary basis for
reimbursement serves neither the physician nor the patient
well. Only by changing this system of reward will we reach
one of the major goals that motivated many of us to enter our
profession .
I am not a health care economist but perhaps developing
time standards that make sense and developing dollar values
for cognitive services are logical measures. Perhaps even a
global fee covering a specified time period for giving care, a
scheme akin to a DRG system,' might be devised so that the
physician can control patient management within the triad of
cognitive, technologic and communicative skills required by
each case .
The Physician as Team Partner
It seems critical also that we address another point . We
have to recapture the moral and ethical high ground . We
must remind government, patients, consumer groups and
insurers alike that we are legitimate and rightful members of
a nonadversarial partnership. It must become possible for
us, along with hospitals, as the major providers of services,
to participate in defining how our services are best given . We
must become partners in reaching the goals of other advo-
cate groups . There are national aims of sensible cost con-
tainment, quality assurance and access to care . These are
reasonable and necessary . But we have gone too long with
only a token input from the medical community concerning
issues that are understood better by us than by anyone else,
and that affect not just our professional lives but, more
important, the lives of our patients
. In other words, taking
the high road, we must be part of the process and we must
participate on behalf of the entire health care system, not
just in our own interest . Society may set the goals: access,
' The Resource Based Relative Value System uses, if
ace can believe it,
the following equation to account for different elements of a patient encoun-
ter.
Payment = l(RVUw, x GPCIw,) + (RVUpe, X GPCIpe,)
+ (RVUm, X GPCIm,)I x CF.
(Federal Register, June 5 1991 . p. 25802)
Time for patient counseling is nut a critical component . A DRG might be
devised that is based on annual ambulatory service far a given diagnosis.
Thus, paperwork would be lessened, visits would be made according to
medical and emotional need and not individually subject to bureaucratic
challenge and denial. Quality control could be
maintained thmugh random
audit, as
withhe
Internal Revenue Service.
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cost control, quality. We can be the means, the agents, to
achieve those goals. We serve our profession, our patients
and our own interests better as agents and advocates in this
process than as adversaries . Sat we must be invited in!
Decontaminating the Physician .
Patient Relationship
One must forthrightly reach for humanism, the interper-
sonal relationship with the patient . From a behavioral point
of view, there are so many adverse forces contaminating the
relationships between patients and physicians that a tremen-
dous amount of hostility, spoken or unspoken, has infected
both sides . Despite a desire to give our best to our patients
we may resent the expectation that we deliver a high quality
of service with patience and caring when there is no way that
a financially responsible medical practice can absorb the
high cost of such time-consuming attention. Moreover, the
patient . bombarded by newspaper headlines, inquisitive
insurers and media reports about the supposed nefarious
activities of some of our colleagues, may often distrust us far
beyond the warrant of our human foibles
.
Cardiology: a clinical subspecialty. Yet we in cardiology
are in a unique situation. Ours is perhaps the last quintes-
sential clinical subspecialty . For us the patient history
becomes absolutely essential in evaldating dyspnea, chest
pain, faintness and the sense of overall well-being . Likewise,
we have more opportunities than most to put a comforting
hand on the patient's shoulder or arm as we carry out an
appropriate physical examination . Attention to these stan-
dard elements of patient analysis means that we are uniquely
placed to understand who the patient is when we make
decisions that often are full of either dread or promise :
catheterization, electrophysiologic studies, coronary angio-
plasty, coronary bypass surgery, cardiac transplantation
and, finally, a poor prognosis . Who is this person? Where is
he or she headed in life? What are his or her goals and needs?
We get to see the patient's fear, anxiety and bewilderment in
ways that many other specialists seldom witness because our
personal encounter is not unlike that of the primary physi-
cian.
Furthermore, we are in a position to counteract one of the
major complaints of our patients: the fragmentation of care
("Who is really my doctor? Who can coordinate my care?")
Although the cardiologist's role is not that of the primary
care physician, we sometimes acquire that role by default
.
And we have more qualifications than most to serve that
func!icn -when it is appropriate and, most important, when
there is no one else to do this task
.
When we function as we should, we don't simply treat
patients, we try to manage their care . To do this well, we
must truly listen to what patients are saying to us
. Is what
they are saying what they mean to say? What about patient
autonomy, such a sensitive issue today? How far do we
press our own view, which may be medically the best, when
1640
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it contravenes the patient's inclination? When should we
not? When is the patient not ready for our ideas? When is the
attitude presented by the patient simply a facade for fear or
denial? Our ability to perceive and to acknowledge these
different motivations is an aspect of humanism .
I also believe that by becoming sincerely involved in an
honest exchange with our patients, we derive a sense of
self-esteem and strength and we also begin to understand our
own selves better in the face of that force
.
Practical gains from humanism. Indeed, there are even
practical gains to he made from such humanism . Our pa-
tients benefit, often with better adherence to their treatment
regimens and with earlier rehabilitation from the trauma of
illness or a procedure when they
think the physician really
cares (7)!
For us, there is no question that we gain an
increased sense of security and fulfillment . We go home
happier at the end of the day . We may even see our practice
increase, because these qualities, which often have nothing
to do with our diagnostic acumen or raw intelligence, may
more profoundly influence our practice and reduce the risk
of malpractice actions than anything else we do.
These skills also enable us to deal more effectively with
patients who pose interpersonal problems
. When we en-
counter, for example, the patient who is hateful, and we wish
reflexively to reject that person, we need to step back . We
need to take a careful look at the situation . Although we may
not come to like a patient, we can take behavioral ap-
proaches that permit us to accept the patient, acknowledge
our negative response and, sometimes, even turn that re-
sponse to good use .
It is important for us to concede as well that with the
current focus on patient autonomy we have lost a foundation
of influence with patients . We experience the lost paternal-
ism in our dealings with patients as a loss of control . Our
authority-which we as physicians prize highly-has been
challenged. Here we have to be realistic . In today's world
there are limits to our role and to our actual range of
influence and authority . We should be aware that, right or
wrong, the patient needs to control his or her own body may
conflict with our urge to control a situation through pre-
sumed objective medical knowledge and judgment .
IACC Vol. 19, No .I
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Physician as Role Model
In our role as educators we are correctly attentive to the
acquisition and dissemination of cognitive and technical
skills. These are the tools of our profession . But how we
approach our patients, what we say and how we say it, can
profoundly influence our medical students, residents and
fellows to value the interpersonal aspects of medical practice
just as highly . We can show them how to acknowledge and
cope with their own personal anxiety, insecurity or their
dislike of a patient so that even an imperfect encounter can
be empathic and effective
. In other words, we must he self
aware . We are and can be role models for the future .
In conclusion, I wish to recall an observation (8) about
Henry Russek that, if imitated, can begin to transform
today's beleaguered relationships with patients into the
productive and satisfying encounters we all hoped for in
choosing medicine as a vocation:
He knew how to talk so patients would listen and knew how
to listen so others could talk.
I appreciate the editorial review by Karen Sadock . American Medical Writers
Association.
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